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Occlusion From the Standpoint 
of the Periodontist 


By Roy O. Exam, D.D.S., Nashville, Tenn. 


O much has been written on the subject of occlusion in recent years 
by teachers, researchers, and students, that a paper on this question 
by the essayist could only be an evolution or discussion of their 

writings. Handling of the whole subject would be impossible, however, 
in one paper, so I have elected to discuss principally that condition termed 
traumatic occlusion. 

Occlusion is not only a vital subject to the periodontist, but it is equally 
important of all branches of dentistry. A. Leroy Johnston, an outstanding 
researcher in orthodontia, is responsible for the statement that, “The law 
of occulsion is the basic principle of dentistry, the fundamental truth upon 
which science is built.” The science of orthodontia is built around océ¢lu- 
sion, and if satisfactory results are to be obtained, it is essential to restore 
a functional occlusion in all fillings, crowns, restorations, bridges, and par- 
tial plates. So it is evident that thorough knowledge of the principles of 
occlusion is incumbent upon every practitioner of dentistry who would hold 
himself above the empiric and render the scientific service to his patients 
that they so justly deserve and expect. 


Normal occlusion is accepted as meaning an inocuous occlusion. An 
abnormal or mal-occlusion, then would be any deviation from the normal. 
Traumatic occlusion, though its definition is still disputed, is generally ac- 
cepted as meaning any form of mal-occlusion that is capable of producing 
a strain or an excessive stress. This definition is based on the theory that in- 
harmonious cusps-relationships are always potential factors of disease and 
that, if disease has not already occurred it will occur sooner or later. Some 
practitioners claim that this definition is incorrect. They dispute that all 
abnormal occlusions produce trauma, or that it is always a potential factor, 
and therefore the term, they contend should not be used to describe an oc- 
clusion without the presence of a traumatic lesion. The term is undoubtedly 
very ambiguous and there are others that more clearly describe the con- 
dition. The literal meaning of the term traumatic occlusion is that the 
occlusion is the result of trauma such as a blow which would displace the 
tooth. On the other hand, in our dental nomenclature the’ term conveys 
the meaning that a traumatic lesion is produced by the occlusion. In other 
words the literal definition is diametrically opposed to that used in dental 
nomenclature. It is difficult to understand how the term was ever estab- 
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lished in this second sense. Some writers have refused to use the term and 
have suggested others such as occlusial trauma, traumagenic occlusion, oc- 
clusional torque, and others. Box published a pamphlet protesting the use 
of the term explaining why etc., yet the term is still universally used as 
- described above and for that reason will be so used in this paper. 

In addition to producing periodontoclasia, traumatic occlusion is also 
an etiologic factor in the pathology of the dental pulp and of the hard tooth 
structure, that is enamel, the dentin, and the cementum. We are all famil- 
iar with pulp disturbances such as hyperemia or pulpitis caused by excessive 
stress. This is often demonstrated when fillings or bridges are left in plus 
occlusion and the patient returns with a sore tooth, which is immediately 
relieved upon proper adjustment of the occlusion. Histologists have 
definitely proven the inter-communication of the pulp; therefore a function- 
al disturbance of either group reacts on the other. Excessive stresses pro- 
ducing congestion of the peridental membrane must be either directly or 
indirectly developing a like condition in the pulp. 

Though there is less evidence to prove that decay is caused by traumatic 
occlusion, it is sufficient to demand our attention and consideration. Some 
of our greatest observers and researchers are strongly supporting the theory 
that certain types of buccal and labial cervical caries and even some types 
of proximal decay are caused by abnormal occlusial stresses. This type of 
decay is always accompanied by a particular type of gingival disturbance 
which immediately disappears after the adjustment of the occlusion. Sen- 
sitiveness at the necks of the teeth is usually caused by traumatic occlusion 
and will invariably subside after occlusial correction. It is believed that 
these sensitive areas are forerunners of caries. If this is true, and it is 
certainly logical, then the correction of the occlusion not only relieves the 
sensitiveness but also prevents decay. 

Stillman in 1916 was the first to call our attention to the relation of 
normal occlusial stresses to periodontal disease and used the term traumatic 
occlusion to describe the condition. Since that time there has been consid- 
erable discussion and controversy as to the facts attached to this condition. 

In the beginning of these discussions there was very little known re- 
garding this new theory and, as could be expected, the majority of the pro- 
fession doubted its virtue. Especially did they frown upon the idea of 
grinding the teeth, or as was so often expressed, mutilating the teeth, to 
correct traumatic occlusion. This doubt however was short lived, for in a 
comparatively short time certain facts were established, and the profession 
was given an opportunity to observe the results of treatment. With the 
exception of the pulpless tooth, this phase of dental pathology, in the past 
few years, has probably been given more study than any other. Our 
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Journals have been filled with voluminous writings by men of recognized 
ability. Many of their presentations were accompanied by radiographs 
and micro-photographs confirming case histories and proving their theories, 
until sufficient evidence has been presented to force the profession to recog- 
nize traumatic occlusion as an important factor in the etiology of perio- 
dontoclasia. 

Though it is definitely established as an important etiological factor that 
there is now quite a debate regarding its relative importance, i. e., whether it 
is a primary or secondary factor. Generally speaking two theories are estab- 
lished; one claiming that traumatic occlusion is the primary etiological factor 
in the majority of cases of periodontoclasia, while the other claims that 
traumatic occlusion is never a primary factor but always secondary, and that 
degeneration and lowered resistance is usually the primary factor. 

The discussions regarding this question have been numerous and in many 
cases perplexing. It seems that considerable prejudice exists between 
a few of the writers on this subject, who in an effort to support their own 
ideas, evade certain facts established by others. In other words, it is my 
opinion that too many papers are written with the sole purpose of support- 


ing certain theories or teachings of some man or group of men, rather than 
of giving honest consideration to all the facts attached to the subject with 
an idea of presenting these facts in a simple and clear manner for the best 
interest of the profession. 


It is also my opinion that these one-sided discussions over this one ques- 
tion in etiology, have caused considerable confusion regarding the whole 
subject of traumatic occlusion. At least, many clinicians are still doubtful 
as to the wisdom of relieving traumatic occlusion either before or after a 
lesion is established. So it is my hope, in a brief discussion of the facts at- 
tached to the whole subject, to clarify to some extent this confusion and 
show that this muchly discussed point in etiology has very little bearing 
or influence upon procedures in treatment which is, after all, the paramount 
problem. It is my belief that there is little difference in the technical pro- 
cedures in the treatment of traumatic occlusion of these clinicians who are 
at opposite extremes on the above point in etiology, though from some of 
their discussions it would be easy to get a different impression. 


Box claims that the first lesions of infective periodontitis has its in- 
ception in the pericementum and immediately involves the alveolar pro- 
cess. This lesion he has termed rarefying pericementitis fibrosa. In its 
beginning this lesion can be demonstrated only with the microscope, i. e., 
it cannot be recognized clinically or radiographically. Box has clearly dem- 
onstrated this condition with numerous photomicrographs of prepared 
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sections, and so far as I am able to learn his findings have not been disputed. 
He has clearly demonstrated that these lesions localize themselves most often 
in the periodontal tissues of teeth which are in traumatic occlusion, and 
that the lesion originates in pericemental tissues which are frequently sub- 
jected to abnormal occlusial stress. He claims to have proven, and has 
the evidence to support his theory, that rarefying pericementitis fibrosa is 
the first lesion in infective periodontitis and that traumatic occlusion is us- 
ually the cause of the lesion, and therefore it is his contention that traumatic 
occlusion is the primary etiological factor in the majority of the cases, and 
that proper occlusial adjustment should be the first step in the treatment 
of periodontal disease 

Then it is of special interest to note that neither Box, nor any of the 
supporters of this theory, dispute the probability of degeneration of the per- 
iodontium previous to the inauguration of rarefying pericementitis fibrosa 
or its influence on the lesions inception; in fact he states, that while occlusial 
traumatism seems to serve as the main factor in the localization of the lesions 
of rarefying pericementitis fibrosa, certain conditions, in which the body 
is being robbed of its normal supply of calcium, seems, from a clinical stand- 
poirt, to accelerate the process of rarefaction. His conception of the initial 
process then is, that rarefying pericementitis fibrosa is the first lesion; that 
traumatic occlusion in the majority of cases is the cause of the lesion and 
therefore traumatic occlusion is a primary etiological factor. He then be- 
lieves that degeneration and lowered resistance accelerates the development 
of the process. 

In all that Box has written on periodontal disease the above mention of 
degeneration and lowered resistance is the substance of all he has to say 
regarding its importance as an etiological factor. On the other hand, de- 
generation and lowered resistance is usually the principal topic of discussion 
of the writers supporting the second theory, and it is equally interesting 
to note that this group of writers, though they discuss traumatic occlusion 
and recognize it as an important etiological factor, never venture any sug- 
gestions or recommendations regarding proper technical procedure for its 
correction. In Merritt’s book on periodontoclasia, all that he had to say 
regarding correction was that the clinicians attitude towards the whole sub- 
ject should be one of open-mindedness, meanwhile exercising in practice a 
position of extreme caution. He makes no reference whatsoever to tech- 
nical procedures, yet he states that traumatic occlusion must be corrected in 
the presence of disease. 

The second theory teaches that under conditions of modern civilization 
degeneration of the jaws, muscles of mastication and all the supporting 
structure of the teeth has taken place as a natural result of a functional in- 
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eficiency of the masticating apparatus in preparing our modern pre-mast- 
icated food for deglutation, and that, were it not for this degeneration, it: 
would be biologically and physiologically impossible for abnormal occlusions 
to produce injury to the supporting structure. McMillan has demonstrated 
this in his studies of the teeth and jaws of animals and pre-historic man, 
and the theory is well established and accepted. The ones who claim that 
traumatic occlusion is the greatest primary factor agree to all of this, and 
the men opposing the theory that traumatic occlusion is a primary factor 
do not dispute the findings of Box, or that traumatic occlusion inaugurates 
the first lesion in infective periodontitis. They are all practically in ac- 
cord in the actual development of the disease and the discussion is simply 
a disagreement in interpretation and definition and has no vital importance 
in etiology. 

The facts developed in the etiology of periodontoclasia are first, degener- 
ation and lowered resistance, and second mechanical and chemical irritations 
such as traumatic occlusion, calcareous deposits, faulty restoration, bacterial 
invasion, etc. Lowered resistance prepares the field and some form of 
irritation inaugurates the first lesions. 

It is of little consequence in treatment whether traumatic occlusion 
is a primary or secondary factor, for the fact is that degeneration is un- 
iversally prevalent and in the presence of degeneration any irritation is al- 
ways a potential factor in producing disease. In my opinion traumatic 
occlusion is the greatest irritating factor that we have had yet to deal with. 
It is almost as prevalent in the middle and late adult as is degeneration. 

With the exception of the simple cases of periodontal disease, which 
are usually caused by poor hygiene and superficial irritations, there is no 
question but that correct occlusial adjustment is one of the most important 
steps in treatment and should most often be the first. 

Relieving traumatic occlusion as a preventive measure is now being 
practiced by many prominent clinicians, and accepting the premise that 
traumatic occlusion is always a potential factor this practice is unquestion- 
ably justified in the majority of cases. 

The correction of traumatic occlusion, except in the severe types, does 
not necessitate injury or mutilation of the teeth and it usually improves 
the esthetics. In extreme cases restorative procedures are often indicated, 
some requiring the opening of the bite. 

The importance of adjusting the occlusion can no longer be denied, but 
the problem confronting the profession today is in diagnosis and treatment, 
i. e., in determining what adjustments are necessary and then in having the 
ability to make the adjustments. Some one has said, that “All good things, 
when misapplied, react in harm.” There is no procedure in the treatment 
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of the oral tissues where this phrase is more applicable than in the treat- 
ment of traumatic occlusion, for nothing can be more destructive to the 
whole dental apparatus than improper grinding or treatment of the occlu- 
sion. Hence Merritt’s warning of extreme caution. Stillman states that 
before one attempts to treat traumatic occlusion one should first understand 
normal and functional occlusion. 

Ottolengui has defined functional occlusion as, “Such arrangement of 
the teeth as will provide the highest efficiency during all the excursions of 
the mandible which are necessary to the function of mastication.” Func- 
tional occlusion differs from normal occlusion in that the latter is the ideal, 
whereas functional occlusion applies only to the individual and his in- 
dividual teeth. A functional occlusion is always more or less obtainable 
whereas a normal occlusion is seldom obtainable or necessary. Each in- 
dividual case differs from all other cases and must be studied for its par- 
ticular requirements. Strength of the supporting structure, strength of the 
bite, anatomical forms, occlusial habits, direction of force, cusp relation- 
ships, etc., must be considered, in all cases a functional occlusion should be 
established. A functional occlusion means physiology or health, while a 
non-functional or traumatic occlusion means pathology. 

Most of the principal causes of traumatic occlusion are congenital 
malalignment of the arches and teeth, the early loss of teeth, with resultant 
tipping and drifting, the use of hard golds and porcelain which do not wear 
or flow under occlusial stress in dental restorations, the placing of bridges 
and restorations with occlusial surfaces imcompatible with normal function, 
the use of clasps and other retaining devices in partial denture construction 
which move the teeth out of their position, abnormal surface wear, and 
occlusial habits. Many of these causes can be prevented and practically all 
can be corrected before appreciable damage is done if recognized in time 
and proper treatment instituted. 

The hope of controlling periodontal disease does not lie in the treatment 
of advanced cases, but in the early recognition of incipient forms of the 
disease, which readily respond to preventive measures. 

The first clinical symptom of rarefying pericementitis fibrosa is slight 
tooth mobility and every oral examination should include a test for this 
condition. Other early symptoms of traumatic occlusion are sensitiveness 
at the necks of the teeth, gingival recesssion and gingival irritation that fails 
to respond to a thorough prophylaxis. 

Though occlusion is a subject about which the last word has not been 
said, any close observing and studious clinician can command sufficient 
knowledge of the subject to enable himself to restore and maintain a func- 
tional occlusion in practically all cases. 


Oral Diseases 


By Paut J. AUFDERHEWE, D.D.S., Cleveland, Ohio 


- HERE is no organ in the human body that is so susceptible to 
disease as the oral cavity. If kidneys, stomach, spleens and most 
other organs had their tissues affected even as a simple gingivitis 

affects the mouth, life could not continue long. It is true that the mouth 
has a less vital function than these other organs, but nevertheless, being the 
portal of entry to the digestive tract it is to be considered seriously and the 
importance of keeping this entrance healthy cannot be over-emphasized. 


Diseases of the oral cavity may be put in two classes: 


1. Those which are primary in the mouth. 
2. Those which are secondary to some systemic involvement. 


To diagnose and classify your case correctly is very important, as it is 
the real basis to the treatment and results in minimizing the time for re- 
covery. 


Inflammatory reactions of gums without ulceration may be caused by: 


1. Irritation from calculus, faulty dental work or cavities. 

2. Local reactions from systemic involvements, as many of the fevers, 
Brights Disease, Diabetes, many metallic and drug poisons, such 
Barton’s blue line in lead poisoning, bright red border in Phos- 
phorous poisoning, bleeding gums and salivation in mercury 
“poisoning. 

Treatment usually consists of removal of cause, and antiseptics applied 
locally. 

Inflammatory reactions of gums with ulceration may have the same 
etiology as inflammation without ulceration. In addition, one of the most 
common causes in this type of a case is a disturbance in the digestive tract. 
Here proper elimination and alkalinizing your patient, are just as important 
as the local treatment. 

When this local mouth pathology does not yield to treatment in a short 
time it is good judgment and honesty to your patient to have a complete 
physical check-up by a physician. Keep in mind that a sore in the mouth 
which does not heal within two weeks should make you suspicious of 
Syphilis, Carcinoma or T. B. 
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Syphilis lesion has a hard indurated border with a slight concavity in the 
center which is pearlish gray in color. 

Carcinoma is a fast growing growth with a tendency to break down 
and become ulcerated. 

Tubercular lesions in the mouth are usually nodular masses with papil- 
lary elevations with a tendency to form small tubercular ulcerations. 


Patients and we ourselves, do not realize just what is present in a case 
of pyorrhea. Suppose the patient has only twenty teeth and all the pockets 
are one-eighth of an inch deep. Take an average of one inch in circumfer- 
ence for each tooth; that would make a sore one-eighth of an inch square 
around each tooth or a sore two-and-one-half inches square around all of 
the teeth. If that condition was found any other place in the body it would 
cause considerable alarm. This condition can pollute both the bloodstream 
and the digestive tract. 


The mouth is endowed with an exceptionally good blood supply. This 
together with a wonderful chain of lymph glands under the mandible is re- 
sponsible for the minimizing of infectious complications after operation in 
this organ. Occasionally complications arise and I repeat the words of 
an eminent surgeon who says, “The worst infections that I have encount- 
ered are those following operations around the mouth.” 


While it is impossible to absolutely sterilize the mouth, still a routine 
cleansing before any surgery is done is always a good procedure. Cleans- 
ing the oral cavity thoroughly with Hydrogen Peroxide followed by irri- 
gating thoroughly with one of the many good mouth antiseptics and then 
painting tissues with a solution, the formula of which is Iodine gr. 128; K I. 
gr; 256; Gualtheria m.64; Glycerine Q. S. one quart, will reduce the 
number of post-operative complications. This applies to a prophvlactic 
treatment as well as to any other operation. 

A check-up on the patient’s physical condition if very much surgery is 
going to be done is good judgment if we want to minimize these danger- 
ous postoperative infectious cases. 

Cold application (ice bag or towel with ice cold water) on the outside 
and hot mouth wash intraorally is the first procedure if patient experiences 
any inflammatory reaction. Proper elimination and general sedative to keep 
the patient comfortable are also to be considered. If patient begins to show 
a localization of pus that cannot be drained intraorally, then you can use 
hot fomentations over swollen area. Infection in the cheeks, upper lip, 
floor of the mouth and neck, are to be respected and should be watched 
diligently. 

Probably no nerve in the body is more susceptible to a larger variety of 
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pain than the fifth or trigominial nerve. Supplying the sensory function to 
such areas as nose, throat, eye, ear, mouth, sinuses, face and neck, it is no 
wonder that this nerve is a source of much discomfort to the human race. 
Its anastomosis with many other nerves also adds to its possibilities as a 
trouble-maker. 

Briefly the cause of pain in the fifth nerve may be put into these 
classes: 


1. Those caused by local pathology such as inflamed pulps, abscesses, 
pulp stones, cysts, exposed cementum and dentine, lack of contact 
points, etc. 

2. Those caused by some systemic diseases; tertiary syphilis, neurotic 
patients, etc. 

3. Those caused by intracranial growths causing pressure on the 
deep insertions of this nerve. 

4. Tic Doloureaux, that spasmodic pain brought on by touching 
certain areas of the face or mouth, the cause of which has never 
been discovered. 


Referred pains are very common with this nerve, for example, an upper 
decayed tooth impressing patient that the pain is in the lower jaw or vice 
versa, and impactions and protruding root canal points in the upper anterior 
region causing pain in the frontal sinus region. 

The X-Ray picture, since its application to medicine and dentistry has 
been an invaluable aid in diagnosis. Little do we realize the amount of 
pathology that is accidently discovered by routine X-Rays taken to check 
up on other conditions. 

It is a valuable aid in root canal treatment, fractures, eliminating foci 
of infection, locating buried roots, bone tumors, impactions, supernumer- 
ary teeth etc. Generally we sin on the side of not taking enough X-Rays 
rather than overdoing it. 

Dental Hygienists are in a position to give patients an honest opinion 
regarding the advisability of X-Rays and dental treatment at regular inter- 
vals and can instruct people regarding the importance of clean and healthy 
mouths. You are then fulfilling your duties 100% as workers in the field 
of Preventive Dentistry. 
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History of the Dental Hygienist 
~ Movement in the South 


By AppiBEL Forrester, D.H., Atlanta, Georgia 


UCH interest has centered around the dental hygienist movement 
in the United States. Various histories have been written about 
her early development, most of which has had to do with dental 

hygiene as taught in the East. As we read of these early events we find 
very little told about the importance the South has played in her develop- 
ment. 

Although late in enacting suitable laws to legalize her activities; in 1909 
we find a dental hygienist by the name of Mrs. Irene Wood, practicing 
in Atlanta, Georgia, in the office of Dr. R. B. Adair and his son Dr. Robin 
Adair. 

The Adairs were pioneers in the practice of periodontia and early be- 
came interested in the care of the mouth from a hygienic standpoint. Mrs. 
Wood was trained by the Adairs to do the cleaning and polishing of teeth in 
their office. She enjoyed a large and appreciative practice which she con- 
tinued to serve until 1915. About this time the dental profession began to 
manifest much interest in the dental hygienist and Mrs. Wood was invited 
to appear on the program of adjoining State Dental Societies where she was 
kindly received by the more progressive dentists. 

The early training for the dental hygienist did not include a course in 
theory; only a very thorough training in technique was given. 

Three more dental hygienists were trained by the Adairs for use in their 
own office. Mrs. Miriam T. Backus, Mrs. Katherine G. Turner and Mrs. 
Kenny M. Crissey all of whom continue in active practice. 

In 1917 the demand for trained technicians made it necessary for the in- 
auguration of private classes. Miss Pearl West was the first to enter these 
classes. After receiving her certificate of training she entered a dental office 
in Savannah, Georgia, later moving to Atlanta and practicing in the office 
of Dr. Thomas P. Hinman. Out of this beginning grew the Adair Private 
School which trained thirteen more dental hygienists, who entered dental 
offices in Alabama, Florida, South Carolina and Georgia. These girls were 
given a theoretical training as well as being thoroughly drilled in the tech- 
inical art of cleaning teeth. 

In 1927 Georgia legalized the practice of the dental hygienist. In 1928 
the Atlanta School of Oral Hygiene was organized by Dr. Robin Adair. 
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He was tragically killed before the first class was graduated. Immediately 
thereafter, the Board of Governors of the school, changed the name to the 
Robin Adair School of Oral Hygiene with Dr. John V. Pierson as its 
director and Miss Addibel Forrester as supervisor of the school. 

From June 1928 through June 1932, sixty-seven students were granted 
diplomas. Having served the purpose for which it was organizegl the school 
closed on June Ist, 1932 thus leaving the University of Tennessee as the 
only Oral Hygiene School in the South. 


While Georgia was active in the dental hygienist movement, it is in- 
teresting to note its southern neighbors were also taking up the idea of the 
trained dental hygienist. Dr. Olin Kirkland, of Montgomery, employed the 
first dental hygienist in Alabama. (Quote Dr. Kirkland) “As far as I 
can learn I was the first man in Alabama to use a dental hygienist, and did 
the training myself. Mrs. M. M. Kirkpatrick, of Montgomery, was my 
victim. She began work for me in the early part of 1911.” Alabama 
passed a law legalizing the dental hygienist in 1929. 


In 1918, Tennessee entered the ranks with Dr. Justin D. Towner, of 
Memphis and Dr. Carl Hoffer, in Nashville, employed dental hygienists. 
(Quote Dr. Towner) “The first graduate hygienist in Tennessee became 
associated with me in November 1918. This was prior to our law which 
was enacted February 19, 1919. During that year Miss Florence Lockwood, 
who was with me and Miss Steele, who was entering Dr. Hoffer’s office, 
took the State Board examination and were admitted to practice.” 


In 1926, the University of Tennessee, College of Dentistry, inaugurated 
a course of training of two years for dental hygienists. From 1919 through 
June 1932, forty-six dental hygienists have been admitted to practice in the 
state of Tennessee. 


Other southern states enacting laws governing the work of the dental 
hygienist are: 


South Carolina 1922, with nine registered. 

Mississippi 1919 with seven registered. 

Florida 1926, with thirty-eight registered. 

Louisiana 1928, with four registered. 

All of these states have formed State Dental Hygienists’ Associations 
and have been admitted as components of the American Dental Hygienists’ 
Association. 


Gradually from this beginning the dental hygienist is coming into her 
own in the South. New avenues are being opened to her. 
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Mississippi has a well organized dental program employing seven dental 
hygienists ably supervised by Miss Gladys Eyrich. 

Alabama employs two. The city school system of Atlanta also employs 
two dental hygienists. 

In the state of Florida, the Kiwanis Club operates a free clinic for under 
privileged ,children. They have a dental hygienist on their staff. As it 
now stands, dental hygienists are doing only private practice and public 
health in the south. If she continues to grow, and we are optimistic, we 
predict hospital and industrial. work as a part of her program in the near 
future. 


Report of the Pennsylvania State 
Dental Hygienists’ Association 


By MaTHILpE P. Krauser, Delegate to the Ninth Annual Meeting of the 
American Dental Hygienists’ Association 


HE Pennsylvania State Dental Hygienists’ Association send greetings 
| to the American Dental Hygienists’ Association with cordial wishes 
for a successful and inspiring meeting. 

Pennsylvania is divided into eight districts. A local society directs the 
activities for each group which society is in turn affiliated with the state 
and national organizations. Monthly meetings are held by each society 
and their reports are published in “Mouth Health News,” a news letter 
sent out by the Dental Division of the State Department of Health to every 
active dental hygienist, thereby creating and maintaining a bond of interest 
in our profession. 

For many years the state organization has published a “Dental Hygiene 
Quarterly,” a happy medium of exchange in ideas and information, Miss 
Hazel Crum is now our official editor. 

Our tenth annual meeting was held at Harrisburg, the State Capitol 
last May, over which Miss Margaret Bailey graciously presided. 

Our program consisted of papers by leading dentists and physicians 
in our state and a Round Table Conference on school, hospital and private 
office work. Each subject was discussed by a member of the dental pro- 
fession as well as by the dental hygienist. Other scientific papers and 
clinics were given by members of our own group. 

The social program included a formal banquet, a luncheon and a tea. 
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Mrs. Gifford Pinchot, the Governor’s wife was our charming hostess at the 
latter. 

We were greatly honored to have Mrs. Helen Blake Smith, President- 
elect of the American Dental Hygienists’ Association as our guest. 

Many projects have been carried on throughout Pennsylvania since the 
last National Convention. In Philadelphia, a dental bus with three units 
and full equipment gave services, under the auspices of the Philadelphia 
Mouth Hygiene Association and the State Department of Health. Philan- 
thropic gifts financed this service. A survey of conditions was made 
throughout a certain section of the city in public and parochial schools, in 
hospitals and day nurseries. A corps of five dentists and three dental hy- 
gienists comprised the staff. Approximately two thousand, five hundred 
children received much needed care in prophylactic and operative work 
over a period of about four and one half months. This work was of vital 
importance as I regret to say, an established dental department is not yet 
incorporated in the Philadelphia school system. We have had the medium 
of moving pictures to display this work which has received a most gratify- 
ing response from the public. 

During the last summer and for many summers past, health cars under 
the direction of the Pre-School Division of the State Department of Health 
have spread the lesson of prevention to children and mothers. 

Dental Health Week has been featured for the past ten years as a part 
of 'the National Child Health Week. This year it has a special significance 
in one district, Chambersburg. For several years this town with a school 
population of approximately two thousand children has held a parade in 
honor of those children who have attained the Dental Honor Roll. It has 
aroused sufficient interest that on this occasion, the American Dental As- 
sociation sent out photographers and the Fox News Reel availed themselves 
of the opportunity to take pictures of this parade. 

The training schools at the University of Pennsylvania and Temple 
University graduated eighty-four dental hygienists last term. Of this group 

-all who took our state board examinations were successful in passing them. 

At the present date, Pennsylvania has one hundred and forty-six paid 
up members in the state and national organizations. Since January first, 
we stand second only to New York in an increase of new members. 

As a state society, no philanthropic work has been done but in numerous 
districts, dental hygienists have rendered voluntary service to the state 
nurses who are conducting pre-school clinics and at that time, actual pro- 
phylaxis were given to the children and general advice on home care of the 
mouth to the mother. 


| Sterilization of Dental 
Instruments | 


By Boyp S. Garpner, D.D.S., Epwarp C. Starne, D.D.S., Section on 
Dental Surgery, Mayo Clinic, Rochester, Minnesota 


j (Reprinted from DENTAL Survey, April, 1932) 


RIOR to the time of Lister and his practical application to surgery 
of the information made known by Pasteur’s work, the amount of 
. dental surgery done was very limited. It was confined chiefly to 
: outer surfaces, and removal of teeth was the operation performed most fre- 
quently. 

Lister introduced what is so often referred to as the era of antiseptic 
surgery. It was the belief that infection was produced by organisms which 
were carried from the air to the wound. The air was sprayed and the 
wound bathed with strong antiseptic solutions which tended to lower the 
resistance of tissues. 

The realization that the potential infection which clean air carries with 
it is so small that it could be disregarded, and that the media through which 

disease-producing organisms are brought into contact with the wound are 
clothing, hands, instruments, sutures, and so forth, has been responsible 
for the change from antiseptic surgery to the aseptic surgery of today. 

Although the dental profession has recognized the need for more 

ze strict adherence to sterilization, many of its members have not recognized 
7 the important step that was taken by the general surgeon when he changed 
from antiseptic to aseptic surgery. The progressive and more careful dent- 
; ist has however learned to adapt his work as much as possible to the operat- 
: ing room technic that has made general surgery the success that it is. Such 
success has been dependent on an unbroken chain of asepsis, a chain which 
when applied to dental surgery must be accepted in its entirety. 
es So often the dental surgeon who himself takes all known precautions 
to avoid infection, will fail to enforce the same rigid adherence to a sterile 
technic on assisting personnel. 


One of the favorite alibis offered by those who do not pretend to ad: 
here to a sterile technic is that it is economically impossible to carry out 
the rigid and exacting asepsis which the general surgeon insists on. One 
needs only an understanding of the seriousness of some infections which 
are induced through indifference, to realize the fallacy of such an argu- 
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ment. It is to be granted that the cost of equipment and personnel neces- 
sary to conduct a well-regulated hospital operating room where major sur- 
gery is being done may be prohibitive. Asepsis should not, however, be 
thought of in terms of expensive equipment and convenience. As a matter 
of fact, many dental offices have adequate equipment to fill the require- 
ments. There was a time when proper equipment was not available, but 
now apparatus suitable for dental offices may be had at a cost which is not 
prohibitive for those not so equipped. 

The way in which dental instruments have been cared for has passed 
through three definitic stages. During the time of the barber-surgeon, instru- 
ments on which dry blood had been allowed to remain were kept in shop 
windows. Such a display offered great advertising possibilities. Their 
presence informed the passer-by that extraction of teeth was being done, 
and the blood on them suggested experience. As patients presented them- 
selves, instruments were used directly from the display without any at- 
tempt at cleaning or sterilizing. Little was known of infection, particular- 
ly the cause of infection, during that period. 

Window displays are no longer in vogue, and methods have improved 
in that instruments are usually sterilized immediately~ following use, but 
many operators still select and use them directly from the dental cabinet 
without resterilization, be it the following day, week, or month. Such a 
cabinet should not be looked on as a place in which instruments can be 
kept sterile, but as a convenient and classified storage place. It is need- 
less to state that the cabinet as well as the office and other equipment should 
be kept clean and free from dust at all times even though instruments are 
sterlized immediately prior to operation. 

There was another stage when dental instruments were washed, dried 
and put away, a method which might be referred to as “kitchen cleaned.” 
Far too often instruments are being cared for in this manner today. A 
criticism which is justified and timely is that in performing the same 
operation, instruments which are so often kitchen cleaned are used with 
those which are well sterilized. 

The present or third stage has come about through a realization of 
the importance of observing known rules of asepsis, and now preparation 
for removal of a tooth is as exacting as that for removal of an appendix. 
Although some dentists are doing the surgical part of their work in a way 
that need not be criticized, others are not, and it is the latter group which 
brings discredit to the profession. 

Not infrequently criticism comes from the general surgeon who ex- 
presses fear of infection when he presents himself to a dentist for ex- 
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traction of teeth. His most frequent reference is to the promiscuous use 
of the handpiece. He assumes that the bur is sterile, but questions the 
handling of a handpiece that has not been sterilized. 


The public has become more “‘asepsis minded” and is becoming more so 
each day. An informed and observing public is more critical, and in the 
future, success in dollars and cents as well as in work, may be measured 
to a large extent by the amount of care exercised in observing aseptic 
technic. 

The advent of local anesthesia, particularly block anesthesia, no doubt 
stimulated greater interest in sterilization, and emphasized the need for more 
careful preparation of the armamentarium used in dental surgery. The 
insertion of a needle deeply into tissue called for thorough sterilization of 
syringes, needles and anesthetic solutions. From these precautions it was 
not a far step to care for other instruments used in the operation in a like 
menner. 

Although more stress is placed on sterilization in its application in exo- 
dontia, one should not be led to believe that it is not equally important as 
applied to the work of the general practitioner, and the other specialties 
of dentistry. The possibility of transmitting infection from one patient to 
another must always be kept in mind, and any accidental or unavoidable 
opening of the mucous membrane, however minute, can be considered an 
experiment in bacteriology as it provides an avenue of entrance for bac- 
teria. The greater prevalence of mouth infections of the contagious type 
has no‘doubt impressed the dentist with the necessity of thorough steriliza- 
tion of instruments, to avoid transmitting the infection from one patient to 
another. 

Cases of infection with Vincent's organisms which develop following 
oral prophylaxis are not all necessarily due to stirring up a latent in- 
fection which is present. Those who are doing pulp surgery have also 
brought more attention to the necessity of sterilization of instruments and 
equipment, and if that type of work is ever proved to be a safe procedure 
it will be because it is done along the aseptic lines that have made other 
surgery a success. 

There are several methods whereby sterility is obtained, of which only 
a few are used in sterilization as it applies to surgery. Extreme cold, dis- 
infecting gases, and strong acid solutions are efficient in that they cause 
complete destruction of bacterial life, but these among others are im- 
practical or deleterious and are not made use of. 


High temperatures, and bactericidal or disinfecting solutions are best 
suited for sterilization of surgical instruments and equipment. Higher 
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temperatures are obtained through the medium of boiling water, live steam, 
and heat under pressure. Of these, boiling is the method of choice, and 
more universally used in the prepartion of nearly all surgical instruments. 


Several proprietary sterilizing solutions, such as the Bard-Parker pre- 
paration, and Metaphen, and others are specially indicated for sterilization 
at room temperature. Illuminating lamps, mirrors, and other examining 
instruments are readily cared for by use of these substances. The layman 
has, however, not become reconciled to cold solution sterilization, and be- 
lieves that boiling is the only safe procedure. Until more reports of 
studies and observations relative to chemical solutions are available, a ster- 
ilizer for boiling and sterilization by boiling will hold their places. 


The future attitude of the dentist toward sterilization will depend 
largely on the teaching of under-graduate dental students. While ex- 
cellent courses in bacteriology are being offered, laboratory work to demon- 
strate the relative merits of the various sterilizing methods and agents could 
be included to advantage. Students should also be given opportunity and 
encouragement to familiarize themselves with hospital operating room 
technique. 


A New Review of Orthodontia Announced 


Beginning with January 1, 1933, THE REVIEW OF ORTHODON- 
TIA, “An analytical digest of current orthodontic theory and practice,” 
edited by Dr. Martin Dewey, will begin publication. THE REVIEW will 
give due consideration to the discussion of problems as they occur in practice 
and aim to keep specialists in this branch of dentistry conversant with the 
general progress of orthodontia. 

Among the departments to be featured by THE REVIEW are: 1. 
Editorials. 2. Selected Articles. 3. Forum of Orthodontic Practice. This 
department will be devoted to the intimate discussion of practical ortho- 
dontic problems submitted by readers. Outstanding orthodontists through- 
out the world will be invited to express their views and opinions on specific 
questions. 4. Book Reviews, News and Announcements. 5. Digest of 
American and Foreign Literature. 

Dr. J. A. Salzmann, 17 Park Avenue, New York City, is the Man- 
aging Editor. 
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Editorial 


THE NEW YEAR 


10 our readers, to our advertisers, to all others who 
have contributed to the success of our Journal, we 
extend best wishes for a Bright and Happy New 
Year. It is a wish ringing with optimism; with ex- 
pectancy that the tide has turned; that tomorrow 
will be different and that our yesterdays will be but memories. 
The past year has been hard for many; for all has held a cer- 
tain amount of uneasiness but too, it has its compensations that 
have not been without meaning for us. 

_As we look back over the year just past, we can appreciate 
the splendid spirit of co-operation that has welded us more 
closely together—the fires of ambition that have been kindled 
—the greater desire to help another that has been manifested. 
All these have in a sense contributed to the success of our 
Journal. 


That the past year has been a success has been evidenced 
by the splendid material that has reached our readers, the 
new ideas that have been interchanged and the suggestions 
that have been embodied in our various state reports. For the 
new year we plan even more. We want for our Journal, the 
mouth piece of the American Dental Hygienists’ Association, 
the best that is possible. We want it to be worthy of the pro- 
fession it bespeaks. 

The success of this task, not only materially but financially 
as well, is a stupendous one and we want more help from our 
members. We want them too, to appreciate with us the value 
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of what is being done—we want them to personally share in 
the joy that has been ours in personally contributing of time 
and energy. It is only through close association with human 
beings—with anything that its true value can be recognized. 

We are proud of our Journal and we want for it respect, 
admiration. We want for it these things because of what it 
represents—our profession. And for all and for you too, we 
want a brighter and happier New Year. 


Report of the New York State 
Dental Hygienists’ Association 


By CamiLte S. TooLan, Delegate to the Ninth Annual Meeting of the 
American Dental Hygienists’ Association 


E Dental Hygienists’ Association of the State of New York extend 

a cordial greeting to the American Dental Hygienists’ Association at 

its ninth annual meeting. Every member of the New York Associa- 

tion wishes to voice her assurance at this time for the extreme pleasure of 
having New York State selected for its gathering. 

With the passing of another year we have seen marked progress of Oral 
Hygiene in our Empire State. The twelfth annual meeting was held the 
week of May 11th, with headquarters at the Hotel TenEyck, in our Capitol 
city, Albany. This city, being the center of the state health activities en- 
abled us to hear such splendid speakers as Dr. Thomas Parran, Commission- 
er of Health, whose loyal support of Dental Hygiene was assured by his 
splendid message, “Dental Hygiene and Its Relation to Public Health.” 
Commendation of the progress in the field of pre-school work was especially 
interesting. 

An added feature of this yearly gathering was a course in “Dental 
Roentgenology” conducted by Dr. John Oppie McCall, of New York, held 
Thursday and Friday mornings. A number of dental hygienists availed 
themselves of the opportunity to take this post-graduate work. 

The Membership breakfast climaxed a year of intensive but successful 
work of our membership chairman, Helen C. McNally. The guest of 
honor at this social function was Dr. T. P. Hyatt, who was presented with 
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a set of resolutions drawn up by the society in gratitude for his never tiring 
efforts for the advancement of our profession. Representatives of the local 
societies then reported on the progress of membership and the silver loving 
cup for the district having the largest percentage of new members admitted 
to the state association was awarded to the Dental Hygienists’ Association 
of the City of New York. 


Of the seven local associations, three have become component. A set 
of resolutions was presented to each local society, by the state association, 
urging them to do so, and it is very gratifying to report such success at this 
meeting. 

At this time, may we pause and pay respect to one—the memory of one 
of the greatest benefactors of our profession, a great humanitarian who 
had the interest of our work close to his heart, George Eastman, who died 
since our last meeting in Memphis. We sincerely feel his loss, both national- 
ly and internationally, but his monuments to the profession will impart a 
lasting memorial. 

A new school for dental hygienists is being opened this fall, under the 
direction of Dr. John Opie McCall and is located at East 72nd Street, New 
York City. This is the gift of Murry and Leonie Guggenheim. 


Since the official launching of the “Mirror,” contents have been ap- 
parently favorable, and with the continued support of each member, it will 
become permanently established. The local societies have taken advantage 
of the space allotted to them, contributing many constructive and interest- 
ing articles. We are anticipating that in the near future this magazine will 
become financilly self-supporting. Promises of advertisements have con- 
firmed this supposition. 


The summer session for our dental hygienists, who are graduates of 
a recognized school of dental hygiene, and a requirement for all dental 
hygienists engaged in school activities, was again successfully attended by 
many members of the profession. This was held at the State Teachers Col- 
lege here at Buffalo. 

With sincere respect to the many loyal workers of our society, who have 
so steadfastily supported this organization, extreme appreciation is mani- 
fested and with continued drives for membership, we hope to attain sta- 
bility in the profession of Dental Hygiene. 


Dental Hygiene in Des Moines 
Public Schools 


By Lucite May Park, D.H., Des Moines, Iowa 


N 1917 a group of interested and progressive Des Moines dentists made 
| a survey of the schools which revealed that time was ripe for edu- 
cation in Dental Hygiene as eighty-seven per cent of the children need- 

ed dental care. 

The Board of Education organized a definite unit and placed the work 
where it logically belonged; in the Department of Health, under the 
direction of Dr. Fred Moore. A part time dentist and a dental hygienist 
were employed to pioneer the work. 

There were only three dental hygienists in the State in 1918. Emma 
Weisgerber, engaged in office practice; associated with Dr. Clarance Watts; 
Ida Clark assisted her father at Mason City. Lillian E. Tenriey was the third 
dental hygienist and was selected by the Board. 

As it was decided that the valuable time of the dentist be devoted to 
uninterrupted operative dentistry, the tremendous task of planning a pro- 
gram to cover the greatest number in a school system of over twenty five 
thousand was delegated to Miss Tenney. 


The passing of the years shows a wonderful record of achievement 
which received the support of every department of school workers and 
dentists. It was felt that child welfare movement was being launched which 
meant everything to the future of dental hygiene in the state. As literature 
was not available, the loadstar was experience of loyal, local dentists mixed 
with grains of common sense. 

During the first two years, two mornings each week were spent in school 
giving classroom talks, tooth brush demonstrations etc. The other mornings 
including Saturday were spent in giving prophylactic treatments to children 
sent to the office by principals and teachers from all over the city. After- 
noons were spent assisting the dentist at the dispensary. 


At the beginning of 1921, the work had grown to such proportions that 
the dispensary was inadequate, so larger rooms were secured and a dent- 
al assistant was employed. A portable clinic was added and Miss Tenney 
began the system of individual teaching with the practical work which is 
after all, the most efficient method of getting the message across to the 
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patient. Miss Tenney had thus an opportunity to gain the confidence of the 
child, to praise work well done, encourage and appeal to his pride and to 
tell him the resultant disaster due to neglect. By this procedure, there 
was no interference with the ideals of routine of the school and lasting im- 
pressions were made. 

Parents were given the privilege of consultation and an opportunity to 
see the work done. Such contacts were helpful. As the work developed, 
a full time dentist was employed and Lura Westwood Huston, dental hy- 
gienist was added to the staff. She made a definite contribution to the work, 
due to her wide experience. He death in 1929, left unfinished work which 
was completed most creditably by Ione Sinclair. 

In the fall of 1929, Phyllis Quinby, of Boston, graduate of Forsythe, 
was added to the group. Her efficient service is shown by the fact that she 
entered her fourth year, this fall, 1932. 

In order to perfect and retain a better organization unit, Dr. Charles 
Henshaw was appointed Supervisor of what has become known as a Dent- 
al Bureau. Dr. Henshaw established a card system which proved such a 
help in securing the interest and co-operation of parents and recorded pro- 
gress of the work: 

At the close of 1930, twelve years, a generation of school children had 
passed through the hands of Miss Tenney and her associates. The survey 
showed fifty-four percent needing treatment as compared with eighty-seven 
percent in 1918. 

All other agencies for child welfare were active through these years but 
a special tribute belongs to Lillian Tenney for her whole heart and mind has 
been and is given to this work. . 

1931 brought added encouraging results and on the threshold of the 
1932 campaign for dental hygiene, the promise of greater success brings 
hope and cheer to the workers. 

Perhaps the plan of the first rapid survey of Miss Tenney will be of 
interest. It is as follows: 


1. Any available space was used. 

2. Classes were brought in by home-room teacher. A rapid examina- 
tion was given each child and conditions were recorded. 

3. Detailed reports showing the results of the examinations by grades 
and by schools were reported to the Supervisor of Dental Hygiene. 

4. Reports in the form of building and home-room charts were left in 
each building as a working basis for principals, nurses, teachers and dental 
hygienist in her follow-up work. 

5. If dental work is,needed, parents are notified by means of dental 
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cards, notes and personal messages to emphasize the care of the teeth as a 
health factor of vital importance, also a duty the parents owe the child. 
Gradually education brings realization of responsibility. 


6. Classroom and assembly talks. 


PROCEDURE IN FoLLOw-uP Work: 

1. Home room charts collected. 

2. Names were secured from charts and pupils were sent for individ- 
ually. 

3. Mouths were carefully inspected and prophylactic treatments were 
given when necessary. 

(In this way an excellent opportunity is afforded for instruction in the 
importance of a clean healthy mouth, correct brushing, diet as related to 
the teeth, reasons for frequent dental inspection etc. The lesson in dental 
hygiene is associated with the child’s personal needs and therefore is most 
important). 

4. The dental hygienist invites parents to come to the building for 
consultation relative to family dental problems. 

5. Emergency cases are checked on the charts to aid the nurses in 
making their allotted dental appointments for free work and also to induce 
children to consult their dentist without delay. 


An important factor is participation in summer round-up clinics of the 
P. T. A. Council. These clinics give the dental hygienist an opportunity 
to advise and instruct mothers individually on the need of preservation of 
the deciduous teeth, one of the most important phases of dentistry and the 
eruption and care of the first permanent molars. The result of these con- 
tacts early in a child’s life is far reaching in its effects. 


Annual Meeting of the Connecticut Dental 
Hygienists’ Association 


The Connecticut Dental Hygienists’ Association will hold its Annual 
Meeting, April 20 and 21, 1933, at the Stratfield Hotel, Bridgeport, Conn. 


Mitprep GILLETTE, Secretary 


Report of the Florida Dental 
Hygienists’ Association 


By CELA Perry, Delegate to the Ninth Annual Meeting of the 
American Dental Hygienists’ Association 


HE Florida Dental Hygienists’ Association extends a hearty greeting 
to all members of the American Dental Hygienists’ Association, 
wishing for the meeting a profitable and enjoyable session. 

The report of the Florida State Convention held in St. Petersburg, 
Florida, November 13-14-15, 1932 is as follows: There were present 
thirteen members. A very worthwhile program was enjoyed including 
papers and lectures by such outstanding speakers as Dr. Jennie Tilt, Florida 
State College for Women. Dr. Vinsant, Tennessee Dental College and 
others. A very important piece of legislation was adopted at the business 
meeting which amended the Constitution to conform to Chapter 1; Section 
1 of the Administrative By-Laws of the National Constitution which was 
amended at the Memphis meeting in 1931. The entertainment committee 
aroused the spirit of gayety for all with its many interesting and amusing 
diversions. The officers elected for the coming year were, Celia Perry, 
President; Josephine Caraballo, Vice President; Jewell Whiddon, Secretary 
and Mary Butterfield, Treasurer; Ellen Wakefield, Publicity Chairman. 
The meeting adjourned with the members feeling that an important mile- 
stone had been reached in the history of the Florida Dental Hygienists’ As- 
sociation. 

Arising out of the enthusiasm of the St. Petersburg meeting, the Jack- 
sonville dental hygienists organized a local socitey. They are making splen- 
did efforts to create a live-wire organization and the eyes of all the state 
members are watching with much interest. 

Florida has now, two local societies; Jacksonville and Miami. However 
they are not affiliated with the State Association. They are endeavoring 
to render many services for the advancement of Oral Hygiene and for 
the improvement of city conditions by rendering service at the city clinic, 
by making educational talks and giving lectures in schools and civic clubs 
and by giving prophylactic treatments to the children in the different 
Orphan’s Homes. 

Up until the year 1931, Florida did not have a dental hygienist in the 
state employed to serve in the Public Schools. It is with pride that we 
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now say that that day is passed, for Talahassee has opened the field of 
Public School service in Florida by employing a dental hygienist for school 
work. 

The Florida Dental Hygienists’ Association has been too small in 
numbers and too poor in finances to have a publication of its own. We 
have been fortunate however, to have the privilege of publishing articles, 
notices and items of interest in the ‘Florida Dental.” This has been done 
regularly. We are happy to report that the editor of the “Florida Dental 
Journal” has graciously granted our association a special column each 
month of the news. We are hoping this link will help to draw the 
members throughout the state closer together. 

The membership committee has been very active this year and report 
that the membership has more than doubled in number. 

The Annual Meeting of the Florida Dental Hygienists’ Association 
will be held in Hollywood, Florida, November 3rd, 4th, and Sth, 1932. 
The coming of a new year heralds much progress and advancement for the 
future of the organization. 


Report of the Wisconsin State 
Dental Hygienists’ Society 


By Ciara Grotu, Delegate to the Ninth Annual Meeting of the 
American Dental Hygienists’ Association 


ISCONSIN sends greetings to this, your Ninth Annual Meet- 

ing. Our state association is eight years old and has a member- 

ship of fifty; twenty-three of which are members of the American 
Dental Hygienists’ Association. 

It has two district societies. One in Milwaukee and another in the Fox 
River Valley. The Milwaukee district meets monthly and alternate with 
guest speakers and papers by members of our society. The papers on 
“Child Psychology,” “Social Welfare” and “Diet” were well received. 

Once a year the Milwaukee society together with the Hygiene Sorority 
at Marquette University gives a formal dance. This year the committee was 
happy to announce a profit of about twenty dollars on the Spring Dance. 


During the past year, some of our members in private offices have been 


28 The Journal of the American Dental Hygienists’ Association 


doing charity work, giving about two hours a week to those whose means 
do not permit them to pay for prophylaxis. 

There were thirty-two graduates in Dental Hygiene at Marquette Uni- 
versity this year and an effort will be made to interest these girls in the so- 
ciety and make them active members. 

The annual meeting of the Wisconsin State Dental Hygienists’ Society 
was held at the Schroeder Hotel, Milwaukee, June 7th and 8th. With 
such men as Dr. C. J. Hollister, of Pennsylvania and Dr. George Wandel, 
of Chicago, as our guest speakers and motion pictures and clinics by two 
of our girls who are doing school work in the state, the meeting was a suc- 
cess. In the evening, “Sells Health-O-Circus” was presented by the pupils 
of the Shorewood schools under the direction of Miss Louise Munger. This 
was enthusiastically received by the audience of dentists, dental hygienists 
and parents of the pupils. 

The election of officers resulted as follows: President, Miss Erla 
Schneider; President-Elect, Miss Mary Hogan; Secretary, Miss Marguerite 
Seifert; Treasurer, Miss Gwendolyn Wehl. Miss Wehl was also elected 
registrar. 

In recommending for positions, preference is given those girls who are 
members of the National Association. 

Our Treasurer reported a balance in the treasury of one hundred and 
twenty-eight dollars and eighty-five cents. . 

The majority of our girls are in private offices; about ten are in school 
work throughout the state. Wisconsin is fortunate in these times to keep 
up its wonderful hygiene work in the schools. They expect to resume their 
work uninterruptedly this fall. 

In closing, may I hope that this contact with our co-workers in the field 
of Dental Hygiene may give us renewed enthusiasm for our chosen pro- 
fession and stimulate us to be of greater service to mankind. 


USE PEPSODENT 


to clean fine bridgework 


You spend hours in attaining mechanical perfection which 

abrasive tooth pastes may destroy. The special precipitated 

calcium phosphate in Pepsodent Tooth Paste is approxi- 
mately one-half as hard as chalk—hence, safe. 


E wish to emphasize the value of using Pepsodent 

Tooth Paste in cleansing and polishing remov- 

able bridges. Tests show that it is peculiarly suited for 
use on bridgework. That is because the newly developed 
polishing agent in Pepsodent Tooth Paste is special pre- 
cipitated calcium phosphate—shown by accurate mea- 
surements to be approximately one-half as hard as chalk. 
The distinguishing characteristic of special precipi- 
tated calcium phosphate is that, combined with its low 
index of hardness, it possesses a remarkably high 
polishing and film-removing power. Both properties 
are highly desirable; in fact, are the two fundamental 
standards by which a dentifrice must be judged. 


THE PEPSODENT CO. 


919 N. Michigan Ave., Chicago, Ill. 


| QUESTION BOX 


Questions you desire answered should be received by the Editor on or before 
the fifth day of the month preceding publication, in order to be answered in the 
forthcoming issue of THE JOURNAL. 


1. Why does not the Journal have a “Helpful Suggestion” department 
in which the dental hygienist may exchange ideas and helpful hints? 


Answer. A “Helpful Suggestion” department to my knowledge has 
not been suggested before. It surely would be of great benefit to all and I 
for one would be glad to help further it. It would be however, necessary 
to have the co-operation of all our members and they must be willing to 
provide the material for it. I should be glad to hear from other members 
and if the proper amount of interest is shown, will try to start such a de- 
partment. 


2. When a patient comes to a dental hygienist for prophylaxis and 
is not a patient of the dentist who employs said dental hygienist, should the 
dental hygienist chart any cavities she may find? 


Answer. A dental hygienist employed in a private office will natur- 
ally keep a record of every patient for whom she works. The cavities may 
be charted for her own record but not for the benefit of the patient. The 
patient should be referred back to his own dentist for further examination. 


3. What class of diet should be suggested to an expectant mother from 
the dental standpoint? 


Answer. The types of food generally believed to be for bone and teeth 
building may be discussed with the patient but any suggestion for an in- 
dividual diet should be left entirely to the physician. He is familiar with 
the physical needs and conditions of his patient and should therefore be 
entirely responsible in so much as the diet is concerned. 
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KEEPING UP WITH THE DEMANDS OF MODERN DENTISTRY 


e ar 


ACTUAL 


J&J COTTON PELLETS — Little 
spheres of thirsty cotton. Carefully spun 
from the finest absorbent cotton, they 
retain their shape, are noticeably free 
from loose fibres and eliminate “thumb- 
rolling.” In three “ready-to-use” sizes, 
one size only to box. Samples furnished. 


J&J COTTON ROLLS — Made of 
purelong fibreabsorbentcotton,formed 
in the familiar roll shape, they are en- 
closed in a “skin” which dams back the 
saliva enough to enable the roll to keep 
the field dry for the longest time. In4 di- 
ameters and assorted. Send for samples. 


Pycopé Incorporated 


deems it an honor to accept the 
Seal of the Council on Dental 
Therapeutics of the American 
Dental Association, for Pycope’ 
Tooth Powder, and pledges itself 
toward carrying out the full 
meaning of this acceptance. 


Assist Your Doctor 


Suggest that he read 
The Review of Orthodontia 


An Analytical Digest of Current Orthodontic 
Theory and Practice 


Edited by 
Martin Dewey, D.D.S., M.D., F.A.C.D. 


THE REVIEW gives due consideration to 
the discussion of problems as they occur in 
practice and is in fact a continuation of Post- 
Graduate Study. 


SUBSCRIBE NOW—to insure getting the 
first issue. Publication will be bi-monthly 
beginning January, 1933. Subscription is 
$5.00 per year or $1.00 per copy. For fur- 
ther information write to: 


DR. J. A. SALZMANN, Managing Editor, 
The Review of Orthodontia 


17 Park Avenue, New York, N. Y. 


Send samples and information on [J Cotton Pellets [] Cotton Rolls 
Addr 
Agee 
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| | 
| 
| 
| 
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Forsyth 
Dental Infirmary 
for Children 


The Fenway, Boston, Mass. 


FORSYTH 
TRAINING SCHOOL FOR 
DENTAL HYGIENISTS 
Training for Public Health Work, 


School Clinics and Private Prac- 
tice. 


Eleven Months’ Course—Septem- 
ber to July, inclusive. 


Director: 


PERCY R. HOWE, A.B., D.D.S. 


Every member of the A. D. H. A. should 
avail themselves of the opportunity to per- 
sonally try one of the 


“DR. BUTLER” 
BRUSHES 


When writing for one, simply indicate 
bristle desired, as the brush can be supplied 
in the medium hard bleached, the hard 
bleached, the extra hard bleached, the hard 
unbleached and éxtra hard unbleached. 


If you are also interested in the junior, 
which by the way, is a much better con- 
structed brush than the average child's brush, 
and the materials entering into it are likewise 
much better, kindly advise at the time of 
writing and one of these will be included with 
the regular adult size. 


JNO. O. BUTLER, D.D.S. 
c/o John O. Butler Company, 
7359 Cottace Grove AVENUE 

Cuicaco, ILLINOIS 


University of California 
COLLEGE OF DENTISTRY 


San Francisco, California 
The next regular session in the school for 
Dental Hygienists opens August 15, 1932. 
The course of study covers a period of 2 
academic years of professional and ped- 
agogic training. The legal requirement 
in California for admission to the licens- 
ing examination includes two years of 
study. For information regarding the 
curriculum in Dental Hygiene 
address the Dean, 
First and Parnassus Ave., San Francisco 


To Insure 


the regular receipt of the Journal, 
kindly notify any change of ad- 
dress to the Business Manager 


MISS BERNICE HOKE 
7024 Madden Avenue 
Los Angeles 
California | 


Now Ready 


THE BUSINESS 
SIDE OF 
DENTISTRY 


By Epwin Kent, D.M.D. 


Lecturer on Conduct of Practice, Harvard 
University Dental School, Boston, Mass. 
200 pages, with illustrations. 

Price: Cloth, $4.00 


HIS work is the outcome of an insistant 

demand for an ethical but straight to the 
point discussion of the problems to be solved 
in the attainment and maintenance of a prof- 
itable dental practice. The book is not the 
idea of one man but the accumulated experi- 
ence of many years of investigation and a 
careful analysis of many practices and prac- 
titioners. Contents—Dentistry as a Vocation; 
Dentistry as a Business; Psychology of Pro- 
fessional Efficiency; Record Keeping; The 
Dentist’s Fees; Credit; Routine Office. Pro- 
cedure. Send for a copy today. 


C. V. MOSBY CO., Publishers 
ST. LOUIS, MO. 
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We want every one in America to have 
beautiful teeth. That’s our dream. Has 
been for 30 years. 


But: we know that a toothpaste can 
play only a limited part in making 
that dream come true. It takes diets 
and dentists to do the real job. Tooth- 


paste can keep teeth clean. That’s all. 
Colgate’s does its part of the job well, 
Doctor. A generation of clean-toothed 
people say so. Our Seal of Acceptance 
from your Own organization says so. 
And if you have tested Colgate’s we 
are sure you Say so, too. 


Thisseal signifies that the composition 


of the product has been submitted to the 
Council and that theclaims have been 
found acceptable to the Council. 


cOLGATES 
RIB BON | 
| 


